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Topical capsaicin, for instance, shows some efficacy in neuropathic pain. Topical salicylates work in strains, sprains, and sport injuries; the same has been shown for topical non-steroidal anti-inflammatory drugs. 3 Several things need to be considered when putting these data into a clinical context. Firstly, each of these remedies has a biological basis for an analgesic effect, and this supports their usefulness. Consequently this is not just about rubbing; it is about molecules that have an effect on cutaneous nociceptors (capsaicin) and tissue cyclooxygenase (aspirin and non-steroidal antiinflammatory drugs). Secondly, that a drug is applied to the skin does not necessarily have fewer adverse effects. With topical capsaicin, one third of the patients are likely to experience some local skin irritation; one in 10 may even stop treatment. Thirdly, none of the topical analgesics is universally efficacious. Putting this together, we may define some pragmatic clinical guidelines. For instance, topical capsaicin is unlikely to be a first choice treatment for neuropathic pain-there is simply not enough analgesia and there is too much harm. However, it may be regarded as an adjuvant to standard treatment for neuropathic pain with conventional or unconventional analgesics, or it may serve as a last resource when everything else has failed. With topical salicylates and non-steroidal anti-inflammatory drugs there are few local and almost no systemic adverse effects. These creams may be used as a first line treatment in, for instance, sport injuries-especially considering their availability over the counter.
The question then is why topical analgesics are popular among patients but do not have a good reputation among doctors. One reason may be the apparent unreliability of the existing evidence supporting their usefulness; indeed, there are not many relevant published trials, and most are of low quality, questionable validity, and limited size. As a consequence, many doctors are not convinced that the creams work. This makes systematic reviews that use a stringent methodological approach, such as those by Mason and coworkers, so valuable. As a consequence of this approach, the results may be less advantageous than in other, less rigorous studies (the numbers needed to treat are higher), but at least there is assurance that the evidence is viewed in the most appropriate light and that the results can be trusted. 
Three memorable consultations
Nineteen years ago, I was in hospital experiencing bed rest during late pregnancy. I woke up one morning with severe pain in the abdomen and reported this to the doctor who came round later that day. He prodded around, eliciting a sharp yelp of pain, and commented: "Oh, it hurts there does it? Carry on." And off he went to the next patient. A year or so later, I was in a cubicle in an outpatients department having just had erythema nodosum diagnosed. A consultant brought his students in to inspect me and then took them outside the cubicle to lecture them on possible aetiologies. He was ideally situated for me to hear all the possible ills that might have befallen me, but I could ask no questions.
A few weeks ago, I saw a doctor at a different hospital about a lump on my leg which may (or may not) relate to my continuing erythema nodosum. I arrived half an hour early and was seen immediately. He took a history that was much wider than needed for the immediate problem and ordered a series of tests. Then he produced a Dictaphone and dictated a letter to my general practitioner in my presence, consulting me at salient points to ensure that he had the facts straight.
I know you cannot use a single case to predict a trend, but there is perhaps hope. 
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